T he past ten years have witnessed an incredible proliferation of information, admonitions and frenzy concerning elevated blood pressure. Most of the unbridled enthusiasm for detection and treatment of hypertension is warranted. The panic revolving around management of, particularly, the mild and of the elderly hypertensive subject is not. Physicians and the general public remained complacent about asymptomatic hypertension for too many years, the ultimate cost in terms of preventable vascu lar catastrophe amounting to thousands of lives and billions of hours of productive employment. I n the University of Cincinnati Medical Center Hypertension Clinics we employ a mnemonic DUCT for the purpose of briefly and thoroughly evaluating the newly-discovered hypertensive patient. The "0" in this scheme stands for Definition; in other words, one must define hypertension in terms of the minimum blood pressure necessary for diagnosis. Life insurance actuaries and other statisticians have documented excessive morbidity and mortality associated with isolated systolic elevation. Since we seldom treat isolated systolic elevation, our criteria for defining hypertension consider only diastolic blood pressure.
Under age 60, we consider any patient with diastolic blood pressure of 95 or higher, either lying or standing, to have definite hypertension. Blood pressure must always be measured standing as well as lying, primarily for two reasons: (1) I nearly-onset essential hypertension standing diastolic pressure fre- quently rises before recumbent diastolic and, in many patients, before systolic elevation in either position.
(2) Certain antihypertensive medications (e.g. guanethidine) selectively lower standing pressure, thereby making pretreatment standing pressures indispensable for management. Under age 30, our criterion for hypertension is 90 diastolic and over age 60, diastolic pressures of 100 are considered definitely abnormal. The foregoing values obviate the gray zone of "borderline or marginal hypertension" and allow us to tell the patient he is definitely hypertensive. The values critical for diagnosis do not constitute a mandate for treatment, which must be individualized and be preceded by consideration of factors other than diastolic levels.
Aneroid instruments with cuff-mounted gauges are durable and the most convenient for measuring standing blood pressures. For patients with obese, short arms we employ a standard cuff applied to the forearm and auscultate the radial artery, Only if we suspect aortic obstruction (coarctation or advanced atheromatous occlusion) do we measure leg pressures. Automated instruments of various designs have been offered during the past 10 years -some are expensive. some inaccurate. For large clinics and massive screening programs they have merit. Considering expense. durabi lity, accuracy and portabi lity we have not chosen to employ automated instruments.
Before i nformi ng a patient he has hypertension. you owe him several basal readings -a quiet room, rest for 10 to 15 minutes. three readings lying and three standing. Follow-up readings can be abbreviated but not the first set. Blood pressure measured at the time of physical or emotional stress is invalid in terms of definition or need for treatment.
Returning to our formula DUCT for evaluating hypertensive patients, we next focus on Urgency for treatment. Figure 1 displays the varying courses hypertension can pursue. In defining hypertensive crisis, one is concerned with prevention of imminent catastrophe or, if the latter has occurred, with rapid lowering of blood pressure to prevent further target organ damage. The crucial factors in interpreting need for immediate treatment are: (1) Level of diastolic pressure, usually 120 or higher; (2) Evidence of target organ compromise -any hint or flagrant evidence of brain, heart, kidney or aortic dysfunction; and (3) The appearance of the retinal vesselshemorrhages, exudates or papi lIedema. Fortu nate Iy, in industrial settings, true hypertensive emergencies are not frequently encountered. On the other hand, some basis for prompt recognition is appropriate.
What do we know about the course of untreated, nonemergent hypertension? If we consider essential hypertension, which is the label we eventually apply to 90% of adu It patients with elevated blood pressu re, we know from the work of George Perera;' Keith, Wagener and Barker;' of Hodge and Smirk:" and of others that (1) It is potentially lethal, principally through stroke, heart failure, kidney failure and aortic aneurysm; (2) It affects individuals in the young and middle populations ages 30 to 60; and (3) Most of the disease course,
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which in Perera's series averaged 20 years from inception to death, is unattended by symptoms. I n other words, the disease pursues a subtle, resolute course unti I the victim is either dead or disabled.
Recognizing the devastating qualities of untreated hypertension and having defined severity of disease in the individual, we proceed to, in the simplest manner possible, rule out a specific cause for blood pressure elevation -the C in our management scheme. Ninety percent of adu It hypertensive patients have idiopathic or essential hypertension, by our present diagnostic capabilities. Such patients, if they require treatment, require drugs with predictable side effects to control their hypertension. Like diabetes mellitus, essential hypertension can be controlled but not cured. In evaluating the newly discovered hypertensive patient, a specific cause for disease should be sought. Exclusion of every known cause for hypertension (chronic renal parenchymal disease, renal artery stenosis, adrenal tumors are examples) in every patient would bankrupt our medical economy. An initially simple, inexpensive screening pattern of laboratory tests will effectively exclude most primary causes or point to further, more exotic studies.
Having excluded the need for emergency treatment and any of the specific causes for elevated blood pressure, the clinician must decide at what level of hypertension the patient should be treated. The T in our mnemonic stands for Treatment, as opposed to ....
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Occupational Health Nursing, August 1977 observation. All of the drugs employed to lower blood pressure have predictable side effects, some of them formidable. When, in other words, does hypertension represent a greater threat to health than a variety of medications which are costly and potentially toxic?
We treat most patients age 50 and under with diastolic pressures, recumbent or standing, of 100 mm Hg or higher. Between ages 50 and 60 we usually treat diastolic pressures of 110. Over age 60, we base treatment primarily on standing pressures and 110 diastolic is the critical figure. If systolic elevation is symptomatic or is consistently over 200, we attempt to lower the pressure, bearing in mind that excessive lowering of systolic pressure in patients over age 60 is counterproductive in terms of optimum cardiovascular function. Choice of individual antihypertensive agents is not within the scope of this discussion. The variety of effective agents is impressive and newer drugs are constantly being studied and marketed.
Having reviewed the steps in evaluating the hypertensive patient, we shou Id emphasize the potential value of the occupational health professional in detection and follow-up. Logical areas of importance are:
1. For employees with no physician, carefu I annual blood pressure determinations. Few businesses or other institutions are affluent enough to afford meticulous periodic physical examination. Annual checks of blood pressure are not expensive, particu larly in terms of detecti ng an asymptomatic, potentially crippling disease. 2. I n cooperation with the private physician, monitoring of on-the-job pressures in the known hypertensive. Simple laboratory tests such as urinalysis and blood sugar with copies to the employee's doctor complement regular blood pressu re measu rement. 3. Encouragement for the hypertensive patient to pursue methodical care by the physician of his choice. The inordinate risks of haphazard blood 18 pressure regulation more than justify the expense of careful follow-up. 4. A feeling of individual concern. One of the most demeaning maneuvers in patients with a common disease is to Shower them with pamphlets, statistics and other propaganda without offering them the security of individual attention. I have never encountered two severe hypertensive patients with identical sets of physical and emotional problems. To be sure, one cannot offer carte blanche individual medical attentior. .v.thout regard to expense. On the other hand, the occupational health physician or nurse can, with minimum effort, provide a continuum of concern without being effusive. 5. Restraint in criticizing, in front of the patient, any aspect of his clinical management. Genuine concern shou Id prompt physician-to-physician communication. The public, although bombarded with technical medical information, cannot interpret accurately the nuances in treatment of hypertensive cardiovascular disease. Furthermore, the trust implied by regular visits to a physician should not be undermined by casual, detrimental remarks. 6. Optimism about the patient with hypertension.
Properly managed, most employees with elevated blood pressure wi II live long and productively. 7. Finally, have your own pressure measured -recumbent and standing. Statistically, you should outlive your patients.
